Eleven patients were diagnosed as having anomalous left coronary artery from 1970 to 1985. Ten were females, nine of whom presented between the ages of 2-5 months with a history of poor feeding, recent weight loss, breathlessness, and often respiratory infection. All had signs of cardiac failure. Development of an apical systolic murmur suggestive of mitral incompetence was common. One child presented at the age of four years for evaluation of mitral incompetence after attending another hospital at three months with an acute illness diagnosed as "bronchiolitis". The only boy in the series was seen at the age of eight years for assessment of a murmur.
All except the symptom free boy had x ray evidence of cardiomegaly, often with features of pulmonary congestion and pulmonary collapse or consolidation. In 10 patients the electrocardiogram showed anterolateral ischaemia or actual infarction (fig 1) . One patient had evidence of left ventricular hypertrophy. Two patients showed evidence of left atrial hypertrophy and one patient had low voltage complexes.
Cross sectional echocardiography was performed on the last five patients. All had evidence of a poorly contracting dilated left ventricle (fig 2) . The anomalous left coronary artery was definitely seen to arise from the main pulmonary artery in only one patient ( fig 3) . In two others the diagnosis was suspected, while in a further two cases an apparently "normal" left coronary artery was seen to arise from the aortic sinus ( fig 4) .
Enzyme studies were done on one patient only. Activities were increased at and soon after presentation. A thallium radioisotope scan carried out in one patient showed a somewhat dyskinetic anterolateral segment of the left ventricle.
No further study was undertaken in one patient in whom the echocardiogram was thought to be normal. Cardiac catheterisation was carried out in the remaining 10 patients. In the one patient where the echocardiogram was thought to be diagnostic, aortography confirmed the diagnosis of an anomalous left coronary artery arising from the main pulmonary artery. This vessel filled retrogradely from the dilated right coronary artery and was seen to drain into the main pulmonary artery (fig 5a and b) .
In the other nine patients left ventricular angiography showed a dilated, poorly contracting left ventricle with varying degrees of mitral incompetence. One patient also had a small ventricular septal defect and a ductus arteriosus. In this patient a poor quality aortogram did not define the anomalous left coronary angina at the age of 12 years and has since had a saphenous vein graft to the left coronary artery. Two other children had ligation of the anomalous left coronary artery as it entered the main pulmonary artery and a concurrent saphenous vein graft to the left coronary artery at the ages of 5 and 8 years. When restudied one and five years later, aortography showed occlusion of the grafts (fig 6) . One has since had a mitral valve replacement at the age of 18 years for worsening mitral incompetence.
artery. In a further infant the aortogram was also of poor quality. The right coronary artery appeared to arise normally and the left coronary artery was filled without its ostium being clearly defined. In the remaining seven patients aortography confirmed the diagnosis of anomalous left coronary artery.
All infants required intensive treatment for cardiac failure. A dopamine infusion was given to two of the more recent patients just before surgery. Two infants died from cardiac failure and respiratory infection at the ages of 9 In retrospect this result arose from poor quality angiography with lack of clear delineation of the origin of both coronary arteries. Selective right coronary angiography has been especially helpful in demonstrating the dilated right coronary artery and late filling of the anomalous left coronary artery with a subsequent blush of opacification in the main pulmonary artery. Our one case in an infant with a ventricular septal defect and ductus arteriosus illustrates the need to look at the coronary arteries carefully even when another congenital heart abnormality is found, especially if the infant does poorly after operation.5
TREATMENT OF ANOMALOUS LEFT CORONARY ARTERY
Most of our patients required intensive and prolonged medical treatment ofheart failure both before and after operation. In the two more recent patients a dopamine infusion was found especially helpful in preparing the patient for early operation. One patient remained stable without treatment; this case illustrates the variability of the condition. 4 Househam et al reviewed the surgical options available.7 They argue for a conservative approach particularly in the older infant because only one of their three infants who had reimplantation of the anomalous left coronary artery into the aorta survived. In 1981 Driscoll et al also argued for a conservative approach because only two of their eight patients operated on before the age of twelve months survived.8 They advocated operation during childhood because 13 
Conclusions
Anomalous left coronary artery should be considered in any infant with congestive cardiomyopathy or apparent congenital mitral incompetence. The possibility of this anomaly is increased if ischaemic changes are noted on the electrocardiogram. Cross sectional echocardiography will certainly demonstrate a poorly contracting, dilated left ventricle. Although in some cases it is possible to show the anomalous left coronary artery arising from the main pulmonary artery just distal to the pulmonary valve, cross sectional echocardiography may also show what appears to be a "normal" origin of the left coronary artery. Good quality angiography remains essential in making a definitive diagnosis. Direct reimplantation of the anomalous left coronary artery into the aorta is likely to become the treatment of choice because it improves mortality and long term morbidity.
